Mool THE DIVISION OF HEALTH OF MISSOURI 590117707
L Walfore STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER q_ 0 b i

::::::0 I:“ FD AP ]_ 4: 195%?';.:"“:@ District No. ______..__Liz;z _____ Primary R._?isr_r_urin_l)jmic_fﬁ____Lfg_lz__..__ Re?ish'ur'ﬂ ______

I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased “506. If institution: Rns‘iﬁ‘qncg b)eior
. . COUNTY . STAT b. COUNTY acmi 181on
30 ° St.Louls ‘ MM&M—_&LME_'"L_
1-57 b. CJOTRY {If outside corporate limits, give TOWNSHIP only) Inside Limirs < CI(;rRY / Inside Limits
6]  ShRichmond Helghts Yer (R Mo 3%, Wellston #3// YK Mo ]
c. Egls_'!’.r::lAAtAEOF {li NOT in hospital, give location) | Length of stay in 1b d. iTI-)FIIJEEE.;S {If outside, give location) Reside on Farm
herTtiost.Marys Hospt. |7 Weeks 5448 Etzel Ave Yes OJ Mok
3. NAME OF DECEASED First Middle Last 4, DATE Menth Day Year
{Type or print) oP
Delia Boyd DEATH 4.D_5Q
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH X ars JF UNDER 1| YEAR| IF UNDER 24 HRS.
¢ marrien[] NeveR mARRIEO[] g i e I Wi,
Male White wooweoX 5, oivorcen(]}  11-1C-1€79 g
105. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, even If retired} INDUSTRY R Lf‘
Hougework At Home Ireland : 1USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
ohn Ward Mary Toner Hugh Boyd Dec.
15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yus, no, or unknawn)[ (I yes, give war or datas of servics}
No g None John J Boyd A44F Fizel Av

18. CAUSE OF DEATH (Enter only one cause ger line for (a), (b}, and {c).} INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: Z ONEET AND DEATH
IMMEDIATE CAUSE {c} MJ-—KJ-?A_ .

- .4

Conttenn vy, + DUETO (9 @A_&&ﬁi@&@»w Ly Lot
which gava rise to } d

gbove couse (u),

stating the under-

USE ONLY BLACK INX OR RIBBOMN TYPEWRITE IF POSSIBLE

— []
21. | artended the deconsed from Eka& (917 , 1 2 and fast sow 127 _clive on -
Death eccurred at FAl oo P . ffon the dote stated above; and to the best of my knowlghfe, from the causes stated.
-

220. YGNATURE U/ (Degree or title) & | 22b. ADDRESS ] 22c. DATE SIGRED
L/TC Lrip0 dnasa ;18| 4167 Knddase 4309

23a. BURIAL, CREMATION, § 73b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {State)

Remaval” |a_4_c9 Calvary “emetery 3t.louis,o.

24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL RE

J.W.Clark F.2.1125 Hodiamont Ave}l 4£rg4- =2

{Liconsed Embalmer's Stateman on R"# Side)

Doctor, coroner, eic. must use only standord nomencloture in item 18, Mo symptoms will be listed.

g lying couse last, DUE TO (C)

. = PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatad to the terminal disease condltion given in PART 1 {a} 19. WAS AUTOPSY
3 b 32| PEREORMED?
3 £ 3 ¥ ! ves o]
- E| 20e. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART [l of item 18.)
= w
E o O O ]

3 § 2c. TIME OF Hour Month, Doy, Year
¥ g INJURY  am.

‘g 3 pam.

E 20d. INJURY OCCURRED 200. PLACE QF INJURY {8.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE ATD NOT WHILE [:I farm, factory, streat, office bldg., etc.)

B WORK AT WORK
£

-

2
:

-
£
<




¢ . STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
BY M@, OF DY oottt et e e e et e e et e e ananreeae e , Student Embalmer No. ...................

working under my personal supervision.

Stadent .o e e Signed .. M .. X (ST g’

Signature of Student Embalmer '
Licensed Embalmer Nozc’é 4

P, O. Address.../../...a,«g .-

*Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hiz OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




